Many programs have been implemented in India and elsewhere that aimed to help young people (especially young women) to delay marriage and first pregnancy and to space subsequent pregnancies, while empowering them to choose the timing of pregnancies and ensure that every pregnancy is wanted and planned. Evaluations have shown that many of these projects, which typically last 2-5 years, have led to increases in reproductive health awareness, positive attitudes toward birth spacing and even contraceptive prevalence at low parities. Several such interventions, including Pathfinder International's Promoting Change in Reproductive Behavior (PRACHAR) project, have been conducted in India. [1] [2] [3] [4] [5] Although positive changes have been documented at the conclusion of these interventions, the extent to which the changes are sustained over time-and whether they reflect the spread of new community norms concerning contraception and reproductive health-remain unexplored. This article presents findings from an evaluation that sought to shed light on whether the improvements in contraceptive awareness and use observed following the implementation of the PRACHAR project were still evident four to eight years after its completion. Specifically, we examined whether women who were building families in areas where the PRACHAR project had been implemented-many of whom had not been directly exposed to the intervention-reported different contraceptive experiences than did those in comparison areas where the program had not been implemented.
METHODS

Setting
The PRACHAR project was implemented in rural areas of selected districts of Bihar, one of the least developed states in India. Bihar accounts for only 2.5% of the national gross domestic product, 6 and just one-tenth of its population lives in urban areas; 53% of females aged seven or older are literate in Bihar, compared with 66% in India as a whole.
phases. In this article, we focus on areas served by the first two phases, implemented in 2002-2005 (phase I) and [2005] [2006] [2007] [2008] [2009] (phase II). Those time frames include preparatory and evaluation activities and staged implementation; at each intervention site, phase I was fielded for three years and phase II for two years. Phase I was implemented in 17 blocks (subdistricts) of three districts (Nalanda, Nawada and Patna), and phase II in 13 blocks of five districts (Gaya, Nalanda, Nawada, Patna and Sheikhpura). Noncontiguous blocks of three districts (Gaya, Nalanda and Sheikhpura) served as control sites in earlier PRACHAR evaluations. Pathfinder International conducted evaluations at the conclusion of phases I and II using a quasi-experimental research design. Findings showed that the interventions had significant effects on age at first marriage, age at first birth and the spacing of subsequent births, and that they raised awareness of contraception and other reproductive health topics, increased contact with the health system and led to more positive attitudes toward reproductive health matters. 4, 5, 11 
Study Design
The study designs and sampling strategies used in the previous evaluations differed considerably from those of the current, longer term assessment. In the earlier evaluations, samples were selected independently for women of different parities (0, 1 and 2), and independently for phases I and II. In contrast, the present assessment used a simpler approach, as the sample was selected only on the basis of marital status and age. Hence, it is difficult to compare the findings of the previous evaluations with those of the current analysis.
We adopted a posttest-only design. A cross-sectional survey of women aged 15-34 was undertaken in 10 blocks from the five districts where one or both phases of the PRACHAR project had been implemented (Gaya, Nalanda, Nawada, Patna and Sheikhpura), and in six blocks from one of the three districts (Gaya) Our evaluation design rests on two assumptions: that the social and demographic characteristics of intervention and control communities were similar before the intervention began; and that the messages and information of the PRACHAR program diffused both to nonparticipants who resided in the intervention districts during the intervention period and to individuals who moved to the community afterward. Available block-level indicators, drawn from the 2001 census, 7 suggest that residents of intervention blocks and those of comparison blocks indeed had similar characteristics; for example, 33% and 35% of females in the two groups were literate, respectively, and 24% and 22% were from socially excluded castes and tribes. Similarly, women aged 15-24 had three or more children at the time of the survey. 9 At the same time, young people's knowledge of sexual and reproductive health matters is limited, 8, 10 as is their contraceptive use: Just 13% of married women aged 15-24 were practicing contraception in [2005] [2006] , and 31% had an unmet need for contraception. This context provided a strong rationale for implementing the PRACHAR program. The project had three major goals: delaying marriage until the bride was aged 18 or older and the groom 21 or older; delaying the birth of a first child until the mother was 21 or older; and initiating contraception within three months of marrying or (to ensure appropriate birthspacing) giving birth. The main target audience was youth aged 15-24 and, to a lesser extent, older women; however, to address community needs more generally and to help foster changes in community norms, programs were held for individuals at all stages of the life cycle.
The program encompassed a wide range of activities. Locally based female change agents, who were specially recruited and trained for the program, provided information and one-on-one counseling during visits to young women's homes, and invited the women to participate in group discussions of sexual and reproductive health issues. Male change agents, also based locally, periodically conducted group meetings with married men, with fathers and fathers-in-law, and with influential men in the community (all separately), and counseled married young men individually. 4, 5, 11 Other key PRACHAR activities included programs on reproductive and sexual health for adolescents; infotainment programs for newlywed couples; and cultural programs for the community at large. In addition, to sensitize the community, the project displayed wall paintings in intervention villages. In all of these activities, the program emphasized the benefits, appropriateness and correct use of different contraceptive methods. In addition, special efforts were made to improve access to services: Auxiliary nurse midwives, rural health practitioners and other health care providers were oriented about reproductive health matters and sensitized about how to engage with and serve the young; and women (particularly young women) were encouraged to seek appropriate services. In addition to advocating delaying marriage, delaying the birth of a first child and spacing subsequent births, the project aimed to convey that the pill and condoms are generally most appropriate for delaying first births, because they are easy to discontinue and allow a rapid return to fertility when pregnancy is desired, and that the IUD and injectable are generally most appropriate for spacing subsequent births, because they are reliable and are effective for a long period of time. The project team made efforts not only to raise awareness about the health benefits of new practices, but also to change norms about the acceptability of delayed marriage and childbearing, about contraception and about communicating with partners and family members about contraception and family size preferences. The PRACHAR program was implemented in three following day; and that if a woman finishes using a 28-day packet of pills, she should initiate use of the next packet on the following day. For IUDs, we assessed whether women knew at least two of the following: that the IUD is placed in the uterus; that it should be inserted during the first seven days of the menstrual cycle; that it should be inserted by a doctor or nurse; and that its status may be checked by feeling the thread periodically. For the injectable, we assessed whether women knew at least one of the following: that the first injection should be given within five days of menstruation; that the injection should be administered by a doctor or nurse; and that injections are given every three months. Knowledge of condoms was defined as knowing at least one of the following: that condoms should be used during each sexual act; that a condom may be used only once; and that a man must put on the condom before penetration. Finally, method-specific knowledge of the Standard Days Method referred to knowing the safe and unsafe days in the menstrual cycle.
In addition, we created a summary measure, the comprehensive awareness of contraception index, that summed correct responses on the 18 items concerning appropriate methods for women of different parities and those concerning method-specific knowledge, as well as four additional items: whether women were aware that the Standard Days Method is appropriate for delaying a first pregnancy, and that the pill, condoms and the Standard Days Method may be used to space subsequent pregnancies. Correct responses were summed to yield a score ranging from 0 to 22. Women who were unaware of any method of contraception were assigned a score of 0.
We included two indicators of age at marriage, both of which were restricted to women who had married in the four years preceding the survey. The first measure was simply mean age at marriage; the second was the proportion of women aged 18-24 who had married at age 18 or older.
Our analyses also included four indicators of fertility behaviors: mean age at first birth, among women who had a first birth in the four years preceding the survey; the proportion of parous women aged 21 or older whose first birth occurred in the four years preceding the survey and who were 21 or older at the time; the mean open birth interval* among women whose last birth or marriage took place in the 48 months preceding the survey; and the proportion of women who had an open birth interval of at least 24 months, among the same sample of women.
To assess contraceptive use patterns, we used indicators that focused not only on ever and current use of contraceptives, but also on modern method use and the timing of contraceptive initiation following marriage and first birth. Two measures referred to the full sample: whether the respondent had ever used a contraceptive method, and whether she was using a method at the time of the other survey data show that the social and demographic characteristics of residents of the intervention districts resembled those of residents of the control district (Appendix Table 1 , page 124).
To our knowledge, no sexual and reproductive health interventions were initiated in either the intervention or the control district after PRACHAR ended, other than standard government programs. It is likely, however, that following the PRACHAR project, the quality of care offered in the public sector in intervention areas remained superior to what was offered in control sites.
A total of 36 primary sampling units-namely, villages, segments of large villages or (in the case of small villages) two-village groupings-were randomly selected from intervention and comparison blocks using the probability proportional to size sampling technique. Overall, 27 primary sampling units were selected from the intervention areas-nine each from areas in which the intervention was carried out for three years, areas in which it was carried out for two years and areas in which it was carried out for five years-and nine from the comparison areas. In all, 30 villages were included in the intervention blocks and 11 in the comparison blocks.
Within each selected village, a household mapping exercise was conducted and a short household questionnaire administered. Married women aged 15-34 of various parities were identified from the household listing and selected for interview according to a sampling scheme designed to obtain a predetermined number of married women of different parities. In total, 2,846 married women were interviewed-716 from comparison areas and 2,130 from the intervention areas. Data collection took place during March-April 2013.
Variables
•Outcomes. We focus on four broad sets of outcomes: contraceptive awareness, age at marriage, childbearing patterns and contraceptive use.
We measured three types of contraceptive awareness. First, we assessed general contraceptive awareness: whether respondents were aware of any method, any modern method, any nonterminal modern method and any traditional method. Second, in accordance with the messages conveyed by the PRACHAR project, we assessed whether respondents knew that some methods are more suited than others for women of particular parities. In particular, we asked whether women were aware that oral contraceptive pills and condoms are generally most appropriate for delaying first births, and that IUDs and the injectable are most appropriate for spacing subsequent births.
Third, we assessed method-specific knowledge of five contraceptive methods, using a series of questions concerning each method. In the case of oral contraceptives, we assessed whether women knew at least one of the following: that a woman should take the pill beginning on the fifth day of her menstrual cycle; that if a woman forgets to take a pill on any day, she should take two pills on the *Open birth interval is defined as the number of completed months between the date of a woman's last birth (or the date of her marriage) and the survey date.
potentially confounding covariates were used to test for differences between groups. Four multivariate models are presented; three compared women in comparison areas with either all women residing in intervention areas, those residing in intervention areas who had been directly exposed to the intervention and those residing in intervention areas who had been indirectly exposed, while the fourth compared women had been directly exposed with those who had been indirectly exposed. For most indicators, we used logistic regression models and present the results as odds ratios; the exception is the contraceptive awareness index score, for which we used a multiple linear regression model and present the results as regression coefficients.
The longer-term effects we are measuring in intervention areas concern two groups of women. We hypothesize that better outcomes among women indirectly exposed to the intervention than among those in comparison areas would indicate that community-level effects of the program diffused to young people who had not been directly exposed to the intervention and that these effects were sustained over time. Moreover, better outcomes among those directly exposed to the intervention than among those in comparison areas would suggest that the messages conveyed by the program were retained by participants over time and as they made transitions into new phases of reproductive life. Finally, better outcomes among those directly exposed to the intervention than among those indirectly exposed would suggest that direct exposure to the program was indeed more beneficial than indirect exposure in terms of enhancing women's knowledge and levels of health-promoting behaviors.
RESULTS
Intervention Exposure
Of the 2,130 women interviewed from the intervention areas, 25% had been directly exposed to one or more intervention activities in 2002-2009 (Table 1 ). Of those who had been exposed, a majority (61%) had attended cultural programs that promoted reproductive health messages. In addition, nearly one-third had attended group meetings in interview. A third indicator assessed whether the respondent had initiated contraceptive use within three months of marriage, and was restricted to women at parities 0 or 1 who had been married for 6-48 months at the time of survey. Finally, we assessed whether the respondent had initiated contraceptive use within three months of her first birth; this indicator was restricted to women at parity 1 or greater who had had their first birth 3-48 months before the survey.
•Independent variables. Our key independent variables were whether the respondent resided in the intervention areas or the comparison areas and, among those who lived in intervention areas, whether they had been exposed to the PRACHAR program. Some women would have been directly exposed to the program components described earlier. Others, including those who migrated to intervention sites following marriage, may not have been exposed directly; we consider these women to have been indirectly exposed-for example, to the prominent wall paintings and other public messages displayed by the PRACHAR project and visible for some years following its completion, to messages conveyed through family members or others who had been directly exposed to the program, or simply to the new practices adopted by a sensitized community. We categorized respondents as directly exposed if they reported that they (or their husband) had participated in program activities, and as indirectly exposed if they did not report such participation. Because PRACHAR did not have a campaign brand, some women may not have been able to recall whether an activity they had attended had been organized by the program; however, we note that the PRACHAR program and its staff were closely engaged in community activities, and that even at the time of the follow-up survey, many women in intervention sites were familiar with the PRACHAR project.
•Covariates. Other variables included in our analyses were the respondent's age, educational attainment (in years), work status (whether she had worked for pay in the past 12 months), caste (whether she belonged to socially excluded groups, specifically scheduled castes or tribes), religion (classified as Hindu or other), household economic status (categorized as wealth quintiles), duration of residence in the place of interview and number of surviving children. We also included husband's educational attainment as a covariate, and present descriptive data on husband's age and economic activity (paid or unpaid work) to provide a more complete profile of our sample.
Analyses
We assessed whether the outcomes described above differed between women in comparison areas and those in intervention areas, and between women in intervention areas who were directly exposed to the PRACHAR project and those in intervention areas who were indirectly exposed.
Bivariate analyses (t tests) and multivariate analyses (multiple or logistic regression models) that adjusted for intervention than among those who had been indirectly exposed. More notable, however, is that women who had been indirectly exposed to the intervention were significantly more likely to report awareness of several methods (condoms, emergency contraceptive pills, Standard Days Method and withdrawal) than were women in comparison areas.
Among women who were aware of the pill, a significantly larger proportion of those in intervention areas than in comparison areas were aware that the method is appropriate for delaying a first birth (56% vs. 35%; Table  4 , page 120); similarly, among women who were aware which such messages were communicated (32%), and a similar proportion had participated in training programs for youth (31%). Home visits in which change agents provided respondents (or their husbands) with counseling and information about reproductive health matters were reported by 29%; just 8% had participated in infotainment programs conducted for newlyweds.
Sample Characteristics
Similarities were evident in most social and demographic characteristics between respondents from comparison areas and those from intervention areas, and between those who had been directly exposed to the program and those who had been indirectly exposed ( Table 2 ). For example, on average, respondents in all groups were aged 25-26 and had eight years of education. They were also similar in terms of religion (93-96% were Hindu), duration of residence in study village (median, 8-9 years)* and number of surviving children (1.5-1.6). Husbands' characteristics (age, educational attainment, economic activity) were also similar across groups. Differences were observed in a few indicators: Women in intervention areas were more likely than those in comparison areas to come from wealthier households (39% vs. 35%) and to have engaged in unpaid work (27% vs. 21%), and less likely to come from socially excluded castes (30% vs. 35%). Comparisons between women who had been directly exposed to the intervention and those who had been indirectly exposed revealed that the former were more likely than the latter to have engaged in wage work (33% vs. 25%) and in any economic activity (51% vs. 44%).
Contraceptive Awareness
Awareness of any method of contraception, any modern method, and any permanent method was universal among women, irrespective of site and level of exposure to the intervention (Table 3 ). The proportion who were aware of a nonpermanent modern method was somewhat lower, and was greater among women who had been directly exposed to the intervention (97%) than among both those in the comparison group (91%) and those indirectly exposed to the intervention (90%).
Method-specific awareness differed substantially by study group. Women in intervention areas were more likely than those in comparison areas to report awareness of condoms (74% vs. 64%), the injectable (68% vs. 62%), emergency contraceptive pills (12% vs. 5%), the Standard Days Method (57% vs. 50%) and withdrawal (54% vs. 30%). Moreover, in the intervention area, awareness of any nonpermanent modern or traditional method was greater among women who had been directly exposed to the Different from directly exposed group at p<.01. Note: Husbands' characteristics are as reported by women.
*Women had varying periods of exposure to the intervention; some were married into study villages during the period in which the PRACHAR intervention was implemented, while others may have migrated into these villages after the intervention ended and were indirectly exposed. Thus, while the intervention was fielded 5-12 years before the survey, women's residence in intervention villages may not have covered this entire period. areas; among women who were aware of the Standard Days Method, 50% of those in intervention areas, but just 35% of those in comparison areas, knew the safe days of the menstrual cycle. As expected, women who had been directly exposed to the PRACHAR intervention were better informed about every method but the injectable than were those who had been indirectly exposed; more noteworthy, however, is that for every method but the injectable, women who had been indirectly exposed were better informed than were those in comparison areas.
Mean scores on the comprehensive awareness index among women who were aware of at least one contraceptive method were only 7-11 out of a possible score of 22, suggesting that detailed knowledge of contraception was limited. Even so, women in intervention areas had higher scores than did those in comparison areas (8.8 vs. 6.7). Although women who had been directly exposed to the intervention scored highest (11.2), those who had been indirectly exposed also had higher scores (8.0) than did those in comparison areas.
Marriage Age
Although the PRACHAR project focused on delaying marriage until at least age 18, mean age at marriage among women who had no more than one child and had married in the 48 months preceding the survey remained below 18 in both intervention and control areas (Table 5 , page 121). However, the median age at marriage among all women aged 15-34 was only 15 (not shown), suggesting that age at marriage has recently increased. Moreover, while the differences are small, mean age at marriage was significantly higher among women in intervention areas than among those in comparison areas (17.4 vs. 16.9), and higher among both directly exposed (17.6) and indirectly exposed (17.3) women than among women in comparison areas.* Although the number of eligible respondents was small, we were also able to assess, among women aged 18-24 who had married in the 48 months preceding the interview, the proportion who had delayed marriage until age 18 or older. Again, the percentage of such women was significantly greater in intervention areas than in comparison areas (62% vs. 49%); it was also greater among indirectly exposed women than among women in the comparison areas (61% vs. 49%). The proportion did not significantly differ between women who had been indirectly exposed to the intervention and those who had been directly exposed.
Childbearing Patterns
Differences between women in the comparison and intervention areas in the four childbearing indicators generally were small in magnitude and not statistically significant. The most notable difference was that women in intervention areas who had been directly exposed to the program began childbearing at an older age (20.4 years) than did those in comparison areas (19.7) and those who had been indirectly exposed to the intervention (19.6 years). † of condoms, the proportion who knew that they are suitable for delaying first births was greater in intervention areas than in comparison areas (72% vs. 53%). Likewise, among women who had heard of IUDs and the injectable, respectively, awareness that each method is appropriate for spacing births was greater in intervention areas than in comparison areas (85% vs. 78% for IUDs; 88% vs. 83% for the injectable). Even women who had been only indirectly exposed to the PRACHAR program were more likely than those in comparison areas to be aware that oral contraceptives and condoms are appropriate methods to delay a first birth, and that the IUD is an appropriate method for delaying subsequent births. In addition, directly exposed women were more likely than their indirectly exposed peers to report knowing that the pill and condoms are appropriate for delaying first births, though the two groups were equally well informed about methods appropriate for spacing.
Moreover, for each of the five methods for which we measured specific knowledge, women who were aware of the method were more likely to have such knowledge if they resided in intervention areas rather than in comparison areas. For example, among women who were aware of the pill, 33% of those in intervention areas correctly answered at least one of the three questions about the method, compared with just 21% of those in comparison Different from directly exposed group at p<.001. †Among those who were aware of the method. ‡Among all women; those unaware of any method were assigned a score of 0.
*Although the samples are not entirely comparable to those of the current analysis, we note that at the end of phases I and II of the PRACHAR project, mean age at marriage among women married for three years or less was 18 in intervention areas and 17-18 in control areas. †Again, although the samples are not entirely comparable, at the end of phases I and II of the PRACHAR project, mean age at first birth among women married for three years or less ranged from 17.8 to 18.3 in intervention areas and from 15.8 to 17.9 in control areas.
dard Days Method (1.7). Women who resided in intervention areas also had greater odds of being aware that oral contraceptives and condoms are appropriate methods for delaying a first birth (2.3 for each), and that IUDs and injectables are appropriate for spacing subsequent births (1.4 for each). Scores on the comprehensive awareness in-
Contraceptive Use
Women in intervention areas were far more likely to practice contraception than were women in comparison areas, and differences were apparent for all measures. For example, 49% of women in intervention areas had ever used contraceptives, compared with 34% of those in comparison areas; for current use, the proportions were 38% and 29%, respectively.* Although contraceptive prevalence was higher among women who had been directly exposed to the intervention than among women who had been indirectly exposed, a significantly greater proportion of indirectly exposed women reported ever use and current use of contraceptives (46% and 36%, respectively) than did women in comparison areas (34% and 29%, respectively).
Method-specific use patterns indicate that women in intervention areas were more likely than those in comparison areas to be using a modern method of contraception (32% vs. 26%) or a traditional method (6% vs. 3%). Women directly exposed to the intervention were more likely to have used modern or traditional methods than were women in the comparison areas and more likely to have used a modern method than those indirectly exposed to the intervention; the latter were more likely than those in comparison areas to report traditional method use (5% vs. 3%).
Only a small proportion of women had practiced contraception to delay their first birth. Among women who had been married † for 6-48 months at the time of interview, the proportion who had adopted contraception within three months of marriage ranged from 0.4% among women in comparison areas to 2.5% among indirectly exposed women in intervention areas, though none of the differences between groups were statistically significant.
Likewise, initiation of contraception within three months of a first birth was limited among women who had experienced a first birth between 2009 and 2013. Even so, women residing in intervention areas were more likely than those in comparison areas to have initiated contraception during this time frame (13% vs. 7%), and levels of initiation were higher among both women who had been directly exposed to the intervention (16%) and those who had been indirectly exposed (12%) than among those in comparison areas.
Multivariate Analysis
The associations between many of the variables discussed above and our outcome variables remained statistically significant even after adjustment for age, educational attainment and other potentially confounding covariates (Table 6 , page 122). Although awareness of nonpermanent modern methods did not differ between women in intervention areas and those in comparison areas, detailed knowledge and awareness was clearly greater among those in intervention areas. For example, compared with women in comparison areas, those in intervention areas were more likely to have specific knowledge about oral contraceptives (odds ratio, 1.7), IUDs (1.4), condoms (1.4) and the Stan- Indicators of marriage, fertility and contraceptive use among married women aged 15-34 , by study group periences among women who had married or experienced pregnancy in the four years preceding the interview.
In regression analyses comparing women who had been directly exposed to the intervention with those who had been indirectly exposed, most indicators of contraceptive awareness showed an advantage for directly exposed women, even though intervention activities had ceased four to eight years prior to the interviews. The odds that a woman had in-depth awareness of specific methods were lower among those who had been indirectly exposed than among those who had been directly exposed (odds ratios, 0.4-0.7), except for the injectable. However, there was no evidence that indirectly exposed women were less likely than directly exposed women to be practicing contraception at the time of the interview or to have initiated contraception within three months of a recent birth. Nor did age at marriage or childbearing practices differ between these two groups.
DISCUSSION
Our findings underscore that among young women in Bihar, comprehensive awareness of contraception remains far from universal, contraceptive practice is limited, child marriage persists, and childbearing is initiated early and is rapidly repeated. Although the PRACHAR project did not succeed in raising the marriage age to 18 or the initiation dex showed a similar picture: Assuming other factors are constant, women in intervention areas scored 1.6 points higher than did those in the comparison areas.
Comparisons between women exposed to the intervention and those in comparison areas revealed that awareness was greater among the former than among the latter for every indicator of contraceptive awareness. Moreover, for several methods-oral contraceptives, IUDs, condoms and the Standard Days Method-the odds of methodspecific knowledge were elevated (relative to the comparison group) even among women who had been only indirectly exposed to the intervention (odds ratios, 1.3-1.6).
Similar patterns were evident for indicators of contraceptive use. Relative to women who resided in comparison areas, those in intervention areas had greater odds of having ever practiced contraception (odds ratios, 2.1), currently using contraceptives (1.7), currently using a modern method (1.5) and having initiated contraception within three months of a recent birth (1.8). Odds ratios were even greater in comparisons between women directly exposed to the intervention and those in comparison areas (1.7-2.6), but were also elevated (relative to women in the comparison area) among those who had been only indirectly exposed to the intervention (1.4-2.0).
In contrast, residence in intervention areas was not associated with measures of marriage age or childbearing ex- Odds ratios or coefficients (and 95% confidence intervals) from regression analyses showing associations between exposure of married women aged 15-34 to the PRACHAR program and selected indicators of marriage, fertility, women's contraceptive awareness and contraceptive use, their association with the project, or may have confused PRACHAR staff with regular government health workers, and thus may not have been correctly classified as directly or indirectly exposed to the intervention. Moreover, while our analyses took into account key background variables, the associations between study group and our outcomes of interest may have been confounded by unmeasured factors, such as the sociocultural contexts of study communities, the availability of contraceptive supplies, the extent of women's communication with their husband and in-laws, and the degree to which perceptions of the quality of care provided by government health workers remained more favorable in intervention areas than in control areas. Nevertheless, our findings show that even in a traditional social context such as that of Bihar, multipronged programs that permeate rural communities and engage a wide range of individuals-adolescents, newlyweds, family gatekeepers, health care providers and community leaders-hold promise. The PRACHAR intervention appears not only to have raised awareness and changed practices in the short run, but also to have fundamentally changed reproductive norms in study communities, such that the gains observed at the conclusion of the project were sustained among new cohorts for four to eight years. Indeed, we conclude that norms were modified at the community level, such that a supportive environment was built for new cohorts of youth to be informed about traditionally taboo topics such as sex and contraception, and to adopt modern contraception and birth spacing, although we acknowledge that similarly sustained effects with regard to delaying marriage and first births were not observed. of childbearing to age 21, its achievements must be noted in the context of the patriarchal and gender-stratified social context prevailing in Bihar, where, according to the NFHS-3, 69% of rural women aged 18-29 had married before age 18 and 33% of those aged 20-24 had married before age 15. 8 Even so, evaluations of the PRACHAR program have consistently shown that this multifaceted intervention focused on enhancing women's reproductive health and choice had huge positive effects on contraceptive practice, not only among exposed women in the short term 1 but also among largely new cohorts 4-8 years after the program's withdrawal. A number of programs in developing countries have succeeded in delaying marriage, meeting young people's contraceptive needs or affecting birth spacing. All of these, to our knowledge, have assessed changes in awareness, attitudes and practices between the intervention's initiation and its completion, and compared these changes with those observed in similar settings where the intervention had not been implemented. Previous evaluation of the PRACHAR intervention found that by the end of the program, females who had been exposed to intervention activities were far more likely than other women to know about sexual and reproductive health matters, notably methods of contraception and how they are used; similar findings have been documented in studies of other interventions, including those in India 1-3 and elsewhere. 12-16 Our results expand on these findings and suggest that the advantage observed at the conclusion of the PRACHAR intervention was sustained for years afterward, and that awareness of contraceptive methods remained elevated not only among those who had been directly exposed to the intervention, but also among those who resided in intervention communities at the time of our survey but had not been directly exposed to program activities. More important, only a few prior intervention studies have documented significant changes in reproductive health practices among married youth and young adults. In India, these have included evaluations of the First Time Parents study 2 and the PRACHAR project, 1 both of which found increases in contraceptive uptake among the young. Likewise, an evaluation of a six-year community-based intervention in Ghana found an increase in contraceptive uptake among married women in general. 17 Our findings suggest that changes in some behaviors, notably those surrounding contraception-including use of a modern method and initiation of contraception within three months of a first birth-were sustained even four to eight years after the project's conclusion. Our study has several limitations. The most important is that it relies on a posttest-only design; hence, we cannot assume causal relationships between exposure to the implementation and the outcome indicators, and findings must be considered illustrative rather than conclusive. Second, while the PRACHAR project was well known at community level, some women may not have recalled The intervention areas comprised selected villages from subdistricts of Gaya, Nalanda, Nawada, Patna and Sheikhpura; the comparison areas consisted of selected villages from subdistricts of Nalanda that were not contiguous with those that were part of the intervention area. d'avoir entrepris la contraception dans les trois mois suivant une naissance récente (1, 8 
